Introduction {#sec1-1}
============

Pituitary enlargement secondary to primary hypothyroidism is an uncommon occurrence and the reactive pituitary gland enlargement may be difficult to differentiate from inflammatory disorders as well as from functional pituitary adenomas.\[[@ref1]--[@ref3]\] In this article, we report a case of pituitary hyperplasia secondary to primary hypothyroidism that was masquerading pituitary apoplexy clinically and discuss the characteristic features that helped us to differentiate these two conditions.

Case Report {#sec1-2}
===========

A 22-year-old female presented with intermittent headache of two year duration, easy fatigability of one year duration, facial puffiness for one year, coarseness of facial features, and hoarseness of voice for the last six months \[[Figure 1](#F1){ref-type="fig"}\]. She developed diplopia and diminution in vision for the last 15 days. There was no history of altered sensorium. She was having constipation off and on for two to three years and oligomenrrhea since 10 years. Her appetite was normal. Based on these clinical features, a diagnosis of sellar mass lesion was suspected at a peripheral hospital, and a CT scan and magnetic resonance imaging (MRI) of brain showed diffuse pituitary enlargement \[Figures [2](#F2){ref-type="fig"} and [3](#F3){ref-type="fig"}\]. On examination, pulse rate was 72 beats/minute and regular. She was conscious, but dull. Cranial nerves normal except right lateral rectus paresis. Fundus and vision in both the eyes was normal. There were no focal neurological deficits. Deep tendon reflexes were normal. Routine blood investigations were normal, except low hemoglobin (8.1 gm / dL). Her hormonal profile showed raised thyrotrophin stimulating hormone (TSH) (150 microIU/dL, range 0.30-5.5) and low T3 (17 ng/dL, range 60-200) and T4 (1.90 microgram/mL, range 4.5-12.0). Prolactin was 35 IU/dL. Further investigation showed positive anti-thyroglobulin antibodies (1:15 dilution) but negative antimicrosomal antibodies. A diagnosis of autoimmune thyroiditis and primary hypothyroidism with pituitary hyperplasia was suspected. She was started on tablet L-thyroxin and low dose of steroids. At two-year follow-up, she was doing well and T3, T4 and TSH levels were in normal range. Follow-up imaging was not performed.

![Clinical photograph showing coarse facial features](AJNS-6-99-g001){#F1}

![Contrast CT scan showing diffuse enlargement of pituitary gland](AJNS-6-99-g002){#F2}

![MRI scan(s) showing diffuse enlargement of pituitary gland](AJNS-6-99-g003){#F3}

Discussion {#sec1-3}
==========

Primary hypothyroidism presenting as a pituitary mass is a rare, but a well known entity that can be referred to a neurosurgeon for removal of a pituitary mass.\[[@ref1]\] In the present case, the patient presented with chronic headache and recent onset of diplopia and diminution of vision, features those favored the diagnosis of pituitary tumor with apoplexy, a diagnosis further supported by positive imaging findings. However, a careful analysis of symptoms revealed that she had mainly the features of hypothyroidism. Diplopia in the present case could be due to thyroid ophthalmopathy (lateral rectus involvement) and probably responsible for diminution of subjective visual acuity. In the literature, it has been suggested that in presence of markedly elevated TSH, absence of clinical features of hyperthyroidism, and low thyroid hormone values, one should suspect a diagnosis of pituitary enlargement secondary to primary hypothyroidism.\[[@ref1][@ref4]\] In this type of pituitary hyperplasia, the thyrotroph cells becoming enlarged by lack of negative feedback; indeed, the hormonal profile is usually straightforward, displaying unambiguous marked primary hypothyroidism with low circulating thyroid hormones and elevated TSH, easily reversible upon thyroid replacement.\[[@ref5]\] Recognition of this entity is crucial (as in present case). Complete regression can be achieved with thyroxine replacement therapy.\[[@ref1]--[@ref3][@ref5]\] This case also illustrates the importance of determining thyroid function tests during the investigation of pituitary masses and avoiding the need to perform pituitary surgery.\[[@ref4]\]
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